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October 2011998 Illuminati et alCONCLUSIONS
Our study has shown that in patients who are candi-
dates for nonurgent CABG who have unilateral severe and
asymptomatic carotid artery stenosis, prophylactic or syn-
chronous CEA could offer a better protection from isch-
emic stroke than delayed CEA. These results underline the
importance of a systematic search for significant carotid
stenosis in all patients who are candidates for CABG.
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Dr Richard Cambria (Boston, Mass). Congratulations on a
great study. And as Rob mentioned, all of the studies over the pastDr Ricotta, in back of me, has been pleading for a randomized
tudy. My own feeling is that it’s such a pleasure to comment on
his study because it reinforces or is consistent with the position
hat we’ve taken on this problem really for the past 30 years. We’ve
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Volume 54, Number 4 Illuminati et al 999published a couple of large series of combined carotid and CABG
operations. And fundamentally, our posture has been that if a
patient has a carotid stenosis that you would otherwise fix if they
walked into the office and they happened to be in need of a
coronary bypass, we fix the lesions simultaneously.
So I think that your data are very important, most important in
that it shows that patients with a critical carotid stenosis who come
through a CABG are at risk in that postoperative period as they
recover, as they are prothrombotic and so forth, and I was very
interested to see that all of the strokes occurred ipsilateral to the
carotid lesion but not as a complication of a delayed carotid
endarterectomy. So I think that this is a very important study. I
would encourage you to get it right into the Journal of Vascular
Surgery because I am sure it will have great appeal for publication.
And I have just one question: in your Group A, how did you
decide which patients got a promontory carotid endarterectomy
versus a combined procedure?
Dr Giulio Illuminati. The decision was left to the cardiac
surgeon’s choice. There are cardiac surgeons in our group who
prefer the carotid endarterectomy to be done first; others agree
that it be done simultaneously.
Dr Cambria. And I think it’s important and I’m going to take
from your answer that vascular surgeons performed all the carotid
operations, because I have a strong feeling that some of the poor
results in the literature reported with this operation are a function
of the fact that the cardiac surgeon did both of the operations.
Dr Illuminati. In this series all carotid endarterectomies were
performed by vascular surgeons.
Dr John J. Ricotta (Washington, DC). That was a very nicely
presented study and I congratulate you. You’ve been able to do
something that, as Dr Cambria said, only Norm Hertzer has been
able to do before.
I think it’s important to make a couple of points. You have
excellent results, better than most of the results in the literature,
and I think that’s because of your patient selection; no aortic
atheroma, no emergency coronary bypass, no complicated cardiac
procedures. And that was a good thing for you to do because it
allowed you to focus on the exact issue of the role of the carotid.
I’d like you just to answer two questions, because they’re
going to come up from people who do not believe that this is
indicated. One is, were there any patients who – you had a very
small group of precarotid followed by CABG, or pre-endarterec-
tomy thenCABG – but were there any patients in who you planned
to do a staged procedure in whom you did not do the staged
procedure because of a complication following their carotid end-
arterectomy? I think it needs to be clear whether there were any
patients that you planned to randomize that were excluded.Dr Illuminati. No, there were not. The 15 patients who
underwent carotid endarterectomy prior to coronary artery bypass
c
crafting had an uneventful postoperative course and were operated
f coronary artery bypass grafting with a week delay on the average.
Dr Ricotta. The second question is the severity of the carotid
tenosis. I understand that you looked at 70% and higher. Do you
ave any idea how many of these patients had truly very severe
arotid stenosis? Because, again, if you operate on patients with
oderate carotid stenosis, as have a number of other studies,
ou’re not going to get a benefit. So, I think it’s very important for
ou in themanuscript to try to outline the severe stenosis. You have
very high postoperative stroke rate. Other people have not seen
hat. I think it’s because of the severity of the stenosis in your
atients.
Dr Illuminati. About 80% of the patients had a stenosis of the
arotid artery which was over 80%. One of the patients who
resented with a late stroke actually thrombosed his previously
everely stenotic carotid artery.
Dr Ricotta.Again, I would put that in themanuscript because
think they’re very important points in patient selection.
Dr Munier M. Nazzal (Toledo, Ohio). I have three small
uestions. The first one is did you have any recurrent stenosis,
symptomatic stenosis, or they were primary?
Dr Illuminati. No, they were all primary stenoses. Redo
arotid endarterectomies have been excluded from this study.
Dr Nazzal. And the other thing is any of those patients who
re asymptomatic had any stroke before 6 months, so what’s your
efinition of asymptomatic?
Dr Illuminati. A carotid artery stenosis is defined asymptom-
tic in a patient who has not, in his global history, any evidence of
ither ischemic attack or fixed stroke.
Dr Nazzal. And from this study, how do you extrapolate on
atients who have severe asymptomatic bilateral carotid stenosis?
Dr Illuminati. They were studied systematically with preop-
rative duplex ultrasound. However, for the purposes of this study,
ilateral, severe carotid stenoses, were excluded.
Dr Peter F. Lawrence (Los Angeles, Calif). A publication 10
o 15 years ago looked at discharge diagnoses from our National
npatient Survey and showed that patients who had a CPT code for
arotid endarterectomy and a coronary artery bypass as a simulta-
eous procedure had nearly a 25% incidence of stroke. That
eemed to be the real world practice at that time. Do you think that
he much better results presented here today will be translated to
he everyday practice of carotid surgery?
Dr Illuminati. The poor results of this survey are probably
artially related to the fact that patients were not stratified for their
isk. Such survey included also patients undergoing urgent coro-
ary artery revascularization. We did not randomize such patients
n this study. In addition, for patients referred to high volume
enters with experience in carotid surgery, results tend to be better
ompared to those of the general community. This is a case for
entralization of practice.
